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ABSTRACT
Application of Labelling Theory
to the Problems of Mental Illness
September 1977
Irvin E. Rhodes, B.S.
,
Southern Illinois University
M.S., Southern Illinois University
Ed . D
. ,
University of Massachusetts
Directed by: Professor Jack W. Wideman
The major purposes of this study were to document the
major theoretical presuppositions of labelling theory as
applied to the problems associated with mental illness.
Towards this end, the theoretical presuppositions of la-
belling theory as delineated by Thomas J. Scheff were re-
formulated and were seen as constituting the following
assumptions: (1) of the people referred to a state hos-
pital for the mentally ill, the percentage referred by
friends, family, or significant others, will be larger than
the percentage referred by individual professionals or pro-
fessional groups; (2) of the people referred, the percent-
age admitted and labelled mentally ill will be larger than
the percentage refused admission; (3) of the people refer-
red, the percentage admitted and labelled from the lower in-
come level will be larger than the percentage from higher
income level; (4) of the people discharged, the percentage
readmitted will be larger than the percentage not readmit-
ted; (5) of the people discharged, the percentage referred
to other kinds of related mental health agencies will be
v i 1
larger than the percentage not referred to these agencies;
and (6) of the people referred for Involuntary admissions,
the percentage labelled mentally 111 will be larger than
the percentage not labelled.
These six assumptions were tested against admissions
and discharge data of a population of eighty-three first
admissions to a state hospital for the mentally ill in
Western Massachusetts, during the year 1974-1975.
The results indicated: (1) that the appearance of a
person at a state hospital constitutes a strong presumption
of mental illness, and invariably leads to a person being
labelled mentally ill; (2) that persons who are from lower
income levels are more likely to be diagnosed as mentally
ill than those from upper income levels; (3) that readmis-
sion of those labelled mentally ill is more likely to occur
than not to occur; and (4) that those who are involuntarily
admitted will invariably be diagnosed as mentally ill.
A discussion of the results and their implications for
the mental health system emphasized the need for the de-
velopment of alternatives to the mental hospital and the
necessity for mental health professionals to reevaluate and
restrict their usage of labels.
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CHAPTER I
INTRODUCTION
The Mental Health System has devised numerous ways to
help support those who are defined as mentally ill. Ser-
vices delivered by the Mental Health System are typically
delivered by professionals who have as their goal the de-
velopment of viable, effective treatment programs for the
problems associated with mental illness. Such services
range from counseling and psychotherapy to shock treatment
and other somatic therapies. These services are delivered
either at a mental hospital or at numerous community mental
health centers. However, in recent years, a number of is-
sues have been raised about the effectiveness of such pro-
grams and services in alleviating problems associated with
mental illness. Most of the issues raised about the ef-
fectiveness of such programs and services usually center
around means of delivering services, and not about goals.
Thus, the mental health system constantly struggles to de-
velop more effective and efficient means of delivering ser-
vices. In the past decade, serious issues have been raised
about the fundamental principles underlying the definitional
process of a person being labelled as mentally ill. The is-
sues are focused around (1) whether such a concept as mental
illness exists CSzasz, 197*0 and (2) whether the process of
defining a person as mentally 111 adds to the problem rather
2thalfl alleviates the problem. The latter issues have to do
with the effects of being labelled mentally ill on one who
has been so labelled. Furthermore, the issues of labelling
are seen as issues for those who do the labelling, rather
than as issues for those who are labelled. Such issues
raise questions about the value of labelling in mental
health and its concomitant effects of stigmatizing and pos-
sible devaluing of those served by the mental health system.
The Problem
Mental health professionals and those involved in study
dealing with the etiology, treatment, and outcome of mental
illness have approached the field from many different per-
spectives. From these different perspectives have come many
different conceptualizations and models which attempt to de-
fine and describe the nature, cause, course, and function of
mental illness. Most of these efforts traditionally have
focused on psychiatric and psychological models, which in
most cases accounted for mental illness in terms of psychi-
atric classifications, or by individual psychological mech-
anisms such as anxiety, stress, breakdown of defense mech-
anisms, and loss of ego strength.
Most of the psychiatric and psychological models de-
veloped by theoreticians and researchers involved in the
study of mental illness fall within two broad definitional
models. The first views mental illness as a condition in
3which the person has difficulty dealing with the day-to-day
problems of living, i.e. job, family, school, etc. This
model is usually referred to as the personal adjustment
model. The second model defines mental illness as a devia-
tion from expected patterns of behavior or from some modal
assumptions of what constitutes normative behavior. Within
each of these models there is a wide variance as to what is
and what is not mental illness. This lack of agreement,
coupled with the lack of a sound consistent theory of men-
tal illness, can be attributed to a reliance on individual-
istic models of mental illness whose conceptual structure
does not include the role of certain social processes, and
leaves unquestioned some of the fundamental assumptions un-
derlying such models.
Findings in the areas of sociology, anthropology, and
other allied fields have cast extreme doubt on the validity
of the traditional psychological and psychiatric models.
The rapid rise of research in these two fields has demon-
strated with compelling documentation the necessity of in-
vestigating the social environment and the concomitant so-
cial processes involved in the phenomenon of mental illness
One of the foremost theoretical models, among the emer
gent models, is the societal reaction model. The societal
reaction model uses knowledge from the field of symbolic in
teraction and treats mental illness as a category of devi-
ance, and as such, sees mental illness as a phenomenon of
societal processes which have direct consequences for the
individual. This model as noted by Erikson (1962, p. n) ;
•believes that deviance is not a property in-herent in certain forms of behavior; it is a pro-perty conferred upon these forms by the audience
which directly or indirectly witness them. The
critical variable then in the study of deviance is
the social audience, rather than the individual
person, since it is the audience which eventually
decides whether or not any given action or actions
will become a visible case of deviance.
A number of theories have been put forth to define and
delineate the societal forces at play which lead to an indi-
vidual being designated as mentally ill (deviant). One of
the most popular of these theories is the labelling theory
of mental illness. Labelling theory assumes that mental
illness is defined and labelled as mental illness within the
context of interpersonal relations of a given group or sub-
group of a society. Thus, labelling theory assumes that it
is society’s reaction to certain forms and patterns of acts
(rule breaking) which result in any behavior being labelled
mental illness. This perspective treats mental illness as
a form of deviance and as Becker states ( 1963 , p. 9 ):
. .
.deviance is not a quality of the act a person
commits, but rather a consequence of the applica-
tion by others of rules and sanctions to an of-
fender. The deviant is one to which that label
has successfully been applied; deviant behavior is
behavior that people so label.
This perspective has received a lot of attention and
5has contributed much to the study of mental illness. How
ever, until recently, this perspective has not systemati-
cally documented its major theoretical presuppositions.
Purpose of Study
This study intends to document selected theoretical
presuppositions of the labelling perspective and its appli-
cation to the problems associated with mental illness. The
major focus of this study will be on describing and deline-
ating the processes and steps involved in a person being
labelled mentally ill and the consequences such labelling
has on the "career" of the person as a client in the mental
health system.
The major theoretical tenets of labelling theory as
delineated by Scheff (1975, p. 11) are:
1. Residual rule breaking arises from fundament-
ally diverse sources (that is organic, psy-
chological, situations of stress, volitional
acts of innovation or defiance).
2. Relative to the rate of treated mental illness,
the rate of unrecorded residual rule breaking
is extremely high.
3. Most residual rule breaking is "denied" and is
of transitory significance.
4. Stereotyped imagery of mental disorder is
learned in early childhood.
5. The stereotypes of insanity are continually
reaffirmed, inadvertently, in ordinary social
interaction
.
6. Labelled deviants may be rewarded for playing
-the stereotyped deviant role.
67. Labelled deviants are punished when they at-
tempt to return to conventional roles.
8. In the crisis occurring when a residual rule
breaker is publicly labelled, the deviant is
highly suggestible and may accept the label.
9. Among residual rule breakers, labelling is the
single most important cause of careers of
residual deviance.
For the purposes of this study, Scheff's presupposi-
tions will be reformulated and are seen as constituting the
following assumptions:
Assumption 1_. Of the people referred to a state hos-
pital for the mentally ill, the percentage referred by
# .
friends, family, or significant others, will be larger than
the percentage referred by individual professionals or pro-
fessional groups.
This assumption is seen to relate to Scheff’s presuppo-
sitions four and five. Additionally, this assumption can be
seen as directly related to societal reaction to residual
rule breaking which constitutes the first step in the label-
ling process. Furthermore, documentation of this assumption
can be seen as a strong presupposition of mental illness,
which has direct consequences for a person being admitted
to a state hospital and subsequently being labelled mental-
ly ill.
Assumption 2. Of the people referred, the percentage
admitted and labelled mentally ill will be larger than the
percentage refused admission.
7This assumption is related to the first since the per-
sons who are referred are referred by non-professionals
whose knowledge of mental illness is questionable but,
whose reaction to a person breaking residual rules consti-
tute such a strong presupposition of mental illness that
they are admitted by professionals and subsequently labelled
mentally ill.
Assumption 3. Of the people referred, the percentage
admitted and labelled from the lower income level will be
larger than the percentage from higher income level. An
implicit assumption of labelling theory is that those who
have fewer resources and those who are on the margins of
society are further away socially from the label makers,
and therefore, less able to resist being labelled.
Assumption 4_. Of the people discharged, the percentage
readmitted will be larger than the percentage not readmit-
ted. This assumption is seen to be related to Scheff's pre-
suppositions six, seven, eight, and nine. Additionally,
this assumption can be seen as documenting the labelling
perspectives' argument that the status as a deviant (espe-
cially after undergoing a status degradation ceremony,
namely, being publicly labelled and admitted to a state
hospital) is a master one which over-rides all others and
relegates one to a deviant role and subculture.
Assumption 5. Of the people discharged, the percentage
referred to other kinds of related mental health agencies
8will be larger than the percentage not referred to these
agencies. This assumption suggests that once a person is
labelled deviant by society, they are subsequently forced
into a deviant role and that this role is reinforced by so-
ciety who sets up agencies to deal with those who have been
labelled deviant, and whose clientele are seen as deviant.
Additionally, this assumption suggests that this is a pro-
cess which is highly illustrative of the career of a client
(deviant) jn the mental health system.
Assumption 6. Of the people referred for involuntary
admissions, the percentage labelled mentally ill will be
larger than the percentage not labelled. There is such a
strong presupposition of illness for those who are invol-
untarily admitted that they are almost routinely declared
mentally ill. Additionally, this represents the strongest
societal reaction possible for residual rule breaking.
It is hoped that this study will demonstrate, through
the application of the labelling perspective to the problem
of mental illness, a clear linkage between the assumptions
of labelling theory and the career of the client in the
mental health system. This study will seek to demonstrate
that a person who is labelled mentally ill is so labelled
because of residual rule breaking, and that the rule breaker
is labelled mentally ill within a process which is initiated
by the reactions of others to certain acts. Furthermore,
9that once these acts are called to public attention, various
agencies proceed to officially label the acts as deviant and
the person so labelled begins his/her career as a client in
the mental health system. Thus, this study will show that,
with the help of society (who dispenses rewards and punish-
ments for failure to maintain the label), the person so la-
belled begins the process of incorporating the label into
his/her self-concept.
Method of S tudy
In mental illness, the official act of labelling begins
when a person presents himself/herself for admission to a
mental hospital. Therefore, the method of study will take
the form of examining official documents of a state hospital
within the Department of Mental Health’s Region, Area III
(Appendix A). The documents studied will be intake, admis-
sions, and discharge data for the year beginning March 1,
1974 to February 28, 1975. It is expected that these docu-
ments and the information contained in them will yield suf-
ficient information to substantiate or not substantiate the
assumptions of this study.
Definitions and Limitations of the Study
For the purposes of this study , the following defini-
tions are used:
Deviance: the term deviance when used will mean the break-
ing of certain implicit and explicit socially agreed
upon
10
rules. Such rules may be known or unknown to the rule
breaker
.
Cllent Career: refers to the sequence of client movements
from one position to another in the mental health system
made by an individual who has been admitted into the system.
Labelling; Theory : labelling theory as used in this study
refers to a process by which certain acts, deemed unaccept-
able by society, are labelled deviant. As such, labelling
theory is not concerned with, nor does it see as relevant,
individual acts of defiance, but rather society’s reaction
to deviant acts (Becker, 1963; Scheff, 1975).
Rules : rules refer to certain explicit understandings of
social conduct. Thus, rules are seen as norms which govern
the conduct of people in their day-to-day interactions with
one another. Infractions of such rules have standard names,
such as theft, adultery, breaking and entering, etc.
(Scheff, 1975).
Residual Rules : residual rules are implicit understandings
of everyday conduct. These rules are unspoken assumptions
about how one ought to behave. As Scheff stated (1975, p.
7):
.society has countless unnamed understandings
. .
.for convenience of society , offenses against
these unnamed residual understandings are usually
lumped together in miscellaneous catchall cate-
gory. If people reacting to an offense exhaust
the conventional categories that might define it
(e.g., theft, prostitution and drunkenness) yet
are certain that an offense has been committed.
11
they may resort to this residual category. In
earlier societies, the residual category' was
withcraft
,
spirit possession or possession by thedevil: today it is mental illness.
Some examples of residual rules are:
In a conversation, instead of looking at the other per-
son’s eyes or mouth, their ears are scrutinized (Scheff,
1975), staring into the distance for hours on end, continuous
talking, holding conversations with one’s self, and making
explicit that one really does not exist and proceeding to
act that way.
Mental Illness : mental illness as used in this study refers
to breaking or violation of residual rules, and the subse-
quent successful affixing of a label to the residual rule
breaker
.
Lower Income Level : lower income level will refer to per-
sons with incomes below Poverty Level ($3,500). In addi-
tion, it is seen as being synonymous with the term, lower
socioeconomic class.
This study is limited to the investigation of how so-
ciety reacts to certain overt acts which violate residual
rules, and as such, does not concern itself with the physio-
chemical or psychological processes which may lead to abnor-
mal behavior. Additionally, this study limits itself to the
actual processes by which one comes to be labelled mentally
ill. Furthermore, the data which are presented are neither
random nor representative of any specified population, and
12
the generalizability of the data is limited, except insofar
as they are relevant to the previously noted assumptions.
S ignificance of Study
The field of mental health has always relied upon spe-
cific diagnostic categories (labels) as an aid in determin-
ing, treating, and preventing mental illness. These diag-
nostic categories have helped in focusing specific treatment
modalities on problems associated with mental illness. How-
ever, many mental health professionals have become increas-
ingly aware of the consequences of relying heavily on such
diagnostic categories. This awareness of the consequences
of labelling has focused mainly upon the way such labelling
invariably draws negative attention to the person so label-
led, and the way labelling places a person in a position
which makes it harder for him/her to continue the normal rou-
tines of everyday life. Therefore, labelling is increas-
ingly being seen as a way in which an individual's identity
is gradually supplanted by a "stereotype which emphasizes
the need, problem, or liability, and thus becomes the main
aspect of the individual" (California Department of Health,
1977). Thus, labelling is increasingly being seen in terms
of how it affects the value and status of a person so la-
belled. Given the increasing sensitivity of the effects of
labelling, it is important that mental health professionals
understand and appreciate the various theoretical models as
13
sociated with labelling and the possible resultant outcomes.
Chapter Overviews
-The study will begin in Chapter II with the presenta-
tion of the conceptual and theoretical review of labelling
theory and deviance. Additionally, Chapter II will present
some of the major criticisms of labelling theory. Finally,
Chapter II will present the findings of other previous
studies related to the major assumptions under study. Chap-
ter III will consist of the methods used in the study and a
presentation of the data. Chapter IV will consist of the
analysis and interpretation of the data. Chapter V will
summarize the major findings of the study and its implica-
tions for the mental health system.
CHAPTER II
THEORETICAL BACKGROUND AND REVIEW OF LITERATURE
This chapter seeks to provide a theoretical referent
and overview of conceptual and investigative literature per-
taining to the labelling perspective and deviance. The
second objective of this chapter is to provide a basis for
further examination of the assumptions of this study.
The chapter will be presented in three sections. The
first section will present a general overview of labelling
theory and deviance. The second section will seek to pre-
sent the major criticisms of labelling theory, and how these
criticisms have been answered. Finally, the third section
will deal with specific studies related to the six assump-
tions of this study.
Labelling Theory and Deviance
Historically the genesis of labelling theory is con-
tained in a book published by Tannenbaum in 1938 called
Crime and the Community . In this work Tannenbaum (1938, p.
19) stated:
The process of making the criminal is a process of
tagging, defining, identifying, segregating, de-
scribing, emphasizing, making conscious and self
conscious: it becomes a way of stimulating, sug-
gesting, emphasizing, and evoking the very traits
that are complained of. The person becomes the
thing he is described as being. Nor does it seem
to matter whether the valuation is made by those
who would punish or those who would reform.
15
The second major development in the labelling perspec-
tive is contained in Lemert 's (1951) book on social pathol-
ogy. In this book Lemert provided the basic outline for the
labelling perspective. A third event which added to the
synthesis of the labelling perspective was the publishing in
195^ of Garfinkel’s Condition of Successful Degradation Cere-
monies. in this particular work Garfinkel outlined the ba-
sic process by which a person was transferred from the con-
fines of "normal" society to that of a deviant society.
These works were followed by major statements on the subject
by such theorists as Goffman (1961), Kituse (1962), Erikson
(1966), and Scheff (1975). A host of other works appeared
throughout the 1960's and early 1970' s expanding and solidi-
fying the basic premises of labelling theory.
Labelling theory rests upon two fundamental definitions
of deviance, primary deviance and secondary deviance. Pri-
mary deviance is an act or set of acts which may cause a
person to be labelled deviant. Secondary deviance is behav-
ior produced by being placed in a deviant role (Lemert,
1967). Lemert (.1967, p. 19) states that:
Primary deviation is assumed to arise in a wide
variety of social, cultural, psychological con-
texts, and at best has only marginal implication
for the psychic structure of the individual; it
does not lead to symbolic reorganization at the
level of self-regarding attitudes and social roles.
Secondary deviation is deviant behavior or social
roles based upon it, which becomes a means of de-
fense, attack or adaptation to the overt and covert
16
problems created by the societal reaction to nri-
mary deviation.
Furthermore
,
secondary deviance in effect causes the origin-
al deviation (primary deviation) to recede, and gives way
to the central importance of the "disapproving, degrada-
tional, and isolating reactions of society" (Lemert, 1967).
As can be seen by Lemert’ s statement, labelling theorists
as a rule do not attach much significance to an act of pri-
mary deviance, except insofar as others react toward the
person who commits the act. Labelling theorists maintain
that deviance is not wholly a quality of the act, but is in
fact the reaction produced by interaction between the per-
son who commits the act, and those who respond to it (Beck-
er, 1963; Erikson, 1962). Scheff (1975) and Becker ( 1 9 6 3
)
see this same process in operation, but describe it as re-
action to rule breaking behavior. Becker (.1963) states:
. . .social groups create deviance by making the
rules whose infraction constitutes deviance, and
by applying those rules to particular people and
labelling them as outsiders (p. 9)*
Scheff in a similar statement, but relative to residual rule
breaking, stated that:
. .
.for convenience of the society in construing
those instances of unnamable deviance which are
called to its attention, these rule violations may
be lumped together into a residual category (p.
7).
17
Labelling theorists make distinctions between rule
breaking and deviance. They argue that some people can
break rules and not be labelled deviant. This can occur
for any number of reasons, but the primary reason is that
rule breaking in and of itself does not constitute deviance.
However, once a rule breaker is brought to public attention,
s/he becomes a deviant
.
An implicit assumption of labelling theory is that an
individual’s personal and social attributes can affect the
way others respond to an act of deviance. Thus, labelling
theorists are not concerned with whether a "particular so-
cietal attribute" is related to the likelihood that an in-
dividual will commit a deviant act, but with whether that
societal attribute facilitates or impedes that individual’s
ability to avoid being labelled deviant (Gove, 1975). La-
belling theorists have argued that those on the fringes of
society, particularly those who have little power and few
resources (Gove, 1975), are those who are least able to re-
sist a deviant label and are therefore most likely to be
channeled into a deviant role.
Labelling theorists see the process of becoming devi-
ant as following certain prescribed steps. These steps are
as follows
:
1. An individual commits an act of primary deviance (rule
breaking)
.
The individual who commits the act of primary deviation2.
18
is sanctioned by the group. If the group decides that
the infraction is serious enough they may take steps to
have the act officially and publicly recognized.
3.
Once the act is officially and publicly recognized, the
act is labelled deviant within the context of some pub-
lic ceremony (trial, admissions proceedings, and other
public hearings). As Erikson (1966, p. 20) states:
The ceremony is a sharp rite of transition
at once moving the individual out of his nor-
mal position in society and transferring him
into a distinctive deviant role. The cere-
monies which accomplish this change of sta-
tus, ordinarily, have three related phases.
They provide a formal confrontation between
the deviant suspect and representatives of
his community (as in the criminal trial or
psychiatric case conference); they announce
some judgment about the nature of his devi-
ancy (a verdict or diagnosis for example),
and they perform an act of social placement,
assigning him to a special role (like that of
a prisoner or patient) which redefines his
position in society.
4. Once the person is so publicly labelled, the labelled
person is then recognized as a deviant (secondary de-
viance) and others respond to him/her as deviant.
Moreover, the process is seen as irreversible, because
the status of a deviant is a "master status which over-
rides all other statuses in determining how others will
react towards the person" (Becker, 1963, P* 21).
5. The deviant's self image is changed and s/he accepts
the label as deviant (secondary deviance). This step
19
occurs as a result of the deviant being forced into a
deviant sub-culture by the agencies who are organized
to "rehabilitate" the deviant. Such agencies are
characterized by other individuals who have gone
through the same rite of transition into deviancy and
who accept their label.
6. Once labelling has occurred, it is difficult if not
impossible to break out of the deviant status. Lemert
(1967, p. 51) observed that:
He/she has already failed in the normal
world, suggesting to him or herself and
others an inability to make it even when
things are relatively normal; now (s)he
faces the world as a stigmatized person.
If he or she is in an institution, such as
a mental hospital or prison, to become a
candidate for reinstatement in society
(s)he must give allegiance to an often ano-
malous self-conception and view of the
world. Denial of the organizational ideol-
ogy may lead to the judgment that the devi-
ant is unreformed or still sick. Even in
the community, the deviant presumably will
face an audience which anticipates the worst
and which will take steps to protect itself
which will make it difficult for the person
to succeed.
The labelling perspective, in summary then, focuses on
society’s reaction to persons who commit deviant acts. It
seeks to describe the process of labelling as having serious
consequences for those who are so labelled (especially if a
person has passed through a degradation ceremony) and how
the deviant is forced to become a member of a deviant sub-
20
culture. It further believes that the process of becoming
a deviant is, in effect, a socialization process which has
profound consequences for the person's self-image, and con-
sequently behavior guided by that self-image.
Criticisms of Labelling Theory
Criticisms of labelling theory have taken three forms.
The first form views labelling theory as not being scienti-
fic in that it lacks clear denotative definitions, and does
not state explicitly its intentions. The second criticism
questions the relative importance of labelling theory as
compared to other normative ways of conceptualizing devi-
ance. The third criticism is related to the tendency of
labelling theory to study those who do the labelling rather
than those who are labelled. Moreover, this criticism is
aimed at labelling theory's explicit turning away from tra-
ditional sociological assumptions about deviance.
The first criticism views labelling theory as not being
very useful, in that its denotative definitions are not suf-
ficiently unambiguous (Gibbs, 1972), and it does not make
its intensions clear. Scheff (1975) has pointed out that
virtually every other sociological theory lacks denotative
clarity and that when applied to mental illness, he states:
I know of no psychiatric theory of functional .men-
tal illness that is based on denotatively defined
concepts. . . . Nor are such specific concepts as
depression, schizophrenia, phobia, and neurosis
(p. 22).
21
As to labelling theory's usefulness and intentions, both
Scheff (1970) and Becker (1963) agree that the purpose of
labelling is one of a sensitizing theory, whose function is
to contradict the major assumptions of other models. They
furthermore believe that labelling theory enlarges the area
of study, and thereby provides a complete and explicit con-
trast. As Becker (1963) states:
. . .they (labelling theorists) wanted to enlarge
the area taken into consideration in the study of
deviant phenomena by including in its activities
of others than the allegedly deviant actor. They
supposed, of course, that when they did that, and
as new sources of variance were included in the
calculations, all the questions that students of
deviance conventionally looked at would take on a
different cast (p. 179).
The second criticism of labelling theory is a criticism
aimed at the adequacy of labelling theory as opposed to
other theories of deviance. Gibbs (1972) and Clinard (1973)
suggested that since labelling theory was based on premises
which imply stability in reaction, it made such conceptions
harder, if not impossible to empirically verify. In his
argument, Clinard further suggested that normative concep-
tions of deviance were actually relative to time, place,
and circumstance, and as such they could be more easily
verified. Gibbs (1972) argues similarly when he states:
. .
.still another advantage of a normative over
a reactive conception is that it permits research
on the empirical relation between deviant acts
and the character of reactions to those acts (p.
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Becker (1973) challenges this view of labelling theory by
P^i^bing out that in actuality labelling theory
. .created a four cell property space by combining two dichotomous variables, the commission or
noncommission of a given act and the definition
of that act as deviant or not. The theory is not
a theory about one of the resultant four cells,
but a theory about all four of them and their
interrelations (p.
As can be noted in Becker’s statement, labelling theory
stresses the importance of the interrelationship of actors,
time, place, and circumstance, and therefore can be seen as
a holistic theory of deviance.
The final criticism assumes that labelling theorists
are anti-establishment. This assumption sees the attack
mounted by labelling theorists against conventionally held
principles as being tantamount to subversive activity.
This particular criticism takes two forms. The first sees
labelling theorists as siding with the underdog, and equa-
ting the underdog with those on the margins of society
(Gove, 1975). As Becker (1963) states:
Many critics believe that these theories of devi-
ance openly or covertly attack conventional mor-
ality, willfully refusing to accept its defini-
tions of what is and is not deviant, and calling
into question the assumptions on which conventional
organizations dealing with deviance operate (p.
179).
The second sees labelling theory as differing radically from
the more traditional sociological explanation of deviance.
23
Both of these forms of criticisms can be seen as a reaction
to what Scheff called the "sentizing value" of labelling
theory; that is, labelling theory has a "rich evocative-
ness," one which shatters conventional lines of thinking.
Moreover, labelling theory seems to offer a relatively de-
tached scientific way of studying certain types of social
problems. But, as Lemert (1972) noted, ".
. .its mood and
tone and choice of research subjects disclose a strong fixed
critical stance toward the ideology, values and methods of
state dominated agencies." These critics see treating offi-
cial and conventional viewpoints as things to be studied,
instead of accepting them as fact or self-evident truth, as
a "mischevious assault on the social order" (Bordura, 1967 ).
Becker (1963) counter this argument, when he states:
The earlier definition of the field of deviance as
the study of people alleged to have violated rules
respected that order by exempting the creators and
enforcers of those rules from study. To be exempt-
ed from study means that one’s claims, theories,
and statements of fact are not subjected to critic-
al scrutiny (p. 196 ).
In summary, then, labelling theory has been criticized
for (1) not being scientific, (2) its relative importance
in face of other normative ways of viewing deviance, and
(3) its tendency to support those who are labelled rather
than those who do the labelling. Despite these criticisms,
both critics and supporters of labelling theory agree that
''the theory’s most important contribution is its focus on the
way labelling places the actor in circumstances which make
it harder for him/her to continue the normal routines of
everyday life.
Specific Studies Related to Labelling Theory and Mental
Illness
In this section the review of literature will be or-
ganized according to, and presented with, the relevant as-
sumptions of this study.
Assumptions 1 and 2
_.
Of the people referred to a state
hospital for the mentally ill, the percentage referred by
friends, family, or significant others, will be larger than
the percentage referred by individual professionals or pro-
fessional groups. Of the people referred, the percentage
admitted and labelled mentally ill will be larger than the
percentage refused admission.
Labelling theorists assume that societal reactions to
residual rule breaking is an antecedent to labelling.
Therefore, they attempt to document and illuminate the pro-
cess by which people are brought to, or appear, at a hos^-
pital for the mentally ill. In documenting this process of
"client" selection, studies have found that varying defini-
tions of mental illness are made at various places within
the process, i.e., the person him/herself, families, employ-
ers or friends. The major studies in this area of label-
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ling theory concentrate upon the definitions which are made
and the effects of the definitional process on the eventual
decision as to who is labelled mentally ill (Mechanic,
1969) .
As assumptions 1 and 2 suggest, the basic decision as
to whether a person is mentally ill (violation of residual
rules) is made by members of the potential clients group,
and not by professionals. It further suggested that once a
group decides to take action against an offending member,
and move to have the person committed to a mental hospital,
the mere appearance of the person at a hospital constitutes
such a strong presumption of mental illness that they are
almost invariably admitted. Various studies have documented
the validity of this assumption. Mechanic (1962) in his ob-
servations and interviews at two California state hospitals,
found that community persons who were brought to the hos-
pitals arrived with various members of their families or
group. His studies found that ninty percent of the persons
he observed being escorted to the hospital in this manner
were subsequently admitted.
In a study of the processes involved in one member of
a family being referred by other family members to a mental
hospital, Sampson (1961) found that (1) prior to a family
member being referred to a state hospital, the disturbed
person was contained within community settings, and (2) that
it was the collapse of accomodation patterns between the
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future client and his interpersonal community which rendered
the situation unmanageable and which (3) ushered in the pub-
lic phase of the pre-hospital crisis. In a similar study,
Wood (1968) examined the admissions circumstances of 48 pa-
tients on an open psychiatric ward of a Veterans Administra-
tion Hospital. The major focus of his study was on the role
of relatives prior to admission. This study found that in
33 of 48 cases, admissions followed actions and reactions to
patient behavior by relatives. In addition, this study
found a clear relationship between family demands and the
patient’s subsequent hospitalization, suggesting that hos-
pitalization can be an expression by relatives that they
were dissatisfied with the patient’s behavior.
In a study focused on help-seeking and its relationship
to a person being labelled mentally ill, Phillips ( 1 9 6 3
)
found that the further a person moved along the continuum
from initial help-seeking activity (friend, clergy, thera-
pist, psychiatrist, etc.) to mental hospital, the more his
problem was seen by others as a serious one. This study
suggested that the mere act of seeking help may lead mem-
bers of a group to label the person as mentally ill, and
eventually lead to the actual hospitalization of the person.
The above studies focus on the role of significant
others in contributing to a person eventually appearing at
a mental hospital. Once the person appears at a mental
hospital there is a strong possibility that s/he will be
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admitted. The strong possibility that a person will be ad-
mitted to a hospital is based upon numerous studies; how-
ever, the strongest studies related to this aspect of la-
belling theory were conducted by Kutner (1962) and Rosenhan
(1973). Kutner reported that admission procedures in
Chicago’s Cook county hospital were so hurried that it was
impossible for anyone to determine a person’s state of men-
tal health in such a short period of time. His data showed
that 77 percent of all cases brought up for admissions were
admitted. This led Kutner to state:
. . .it appeared that the alleged mentally ill is
presumed to be insane and bears the burden of
proving his sanity in the few minutes alotted to
him (p. 378).
A similar study by Rosenhan (1973) found that the presump-
tion of mental illness is almost routinely adhered to by
professionals in mental hospitals. His findings indicated
that all of the pseudo-patients (who had previous to and as
a part of this study been adjudged sane by a panel of psy-
chiatrists and who acted in "normal” ways) who presented
themselves for admission to a state hospital were admitted.
A study which is related to Rosenhan 's and Kutner’ s,
but different, in that it relates to the suggestibility of
psychiatric diagnosis, was conducted by Temerlin (1968).
Temerlin studied four different groups of clinical psycho-
logists, psychiatrists, and graduate students in clinical
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psychology. In his study, Temerlin used a recorded conver-
sation of an actor (specifically trained for the purpose of
this study) who was undergoing an initial interview. Just
before listening to the interview, the group heard a profes-
sional person of high prestige say that "the individual to
be diagnosed was a very interesting man because he looked
neurotic but actually was quite psychotic." The results of
his study were that 60 percent of the group diagnosed psy-
chosis when the suggestion was made, but none diagnosed psy-
chosis in the absence of the suggestion.
Assumption 3_. Of the people referred, the percentage
admitted and labelled from the lower income level will be
larger than the percentage from higher income level. A
number of studies have indicated a direct correlation be-
tween social class and mental illness. The studies gener-
ally show that the lower the socioeconomic class the higher
the incidence of both treated and untreated mental illness.
These studies usually focused on three areas of the problem:
prevalence, diagnosis, and treatment.
Prevalence. Prevalence of mental illness among the
lower income classes has been an issue among mental health
professionals for the last two decades. The issue is com-
plicated by different definitions of prevalence: treated
versus untreated cases, ecological studies versus ps^chia-
trie census studies, opposing statistical methodology and a
host of other issues. It is further complicated by those
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who claim that the data are inaccurate and tend to reflect
a "racist point of view" (Thomas & Sillen, 1972).
The literature cited will use the term prevalence to
mean either 1) the number of active cases of mental illness
present in a particular population during a specified inter-
val of time, 2) the number of new cases of mental illness
occurring within a specified interval of time, or 3) the
number of treated and untreated cases of mental illness.
Perhaps the earliest report of the relationship between
income level and mental illness was reported by Jarvis in
1856. Jarvis reported that there were sixty-four (64) times
as many cases of insanity in the lowest classes of Massa-
chusetts than in the higher classes (Sandifer, 1962). Faris
and Dunham (1939) in their historic ecological study of men-
tal illness in Chicago found the prevalence of mental ill-
ness to be highest in lower income areas. A similar study
by Klee (1964) found the prevalence of mental illness to be
highest among the non-white and white lower classes of Bal-
timore .
Hollingshead and Redlich (1958) in their classic study
of mental illness in New Haven found significant differ-
ences in the prevalence of mental illness among the lower
classes. They found that the lower the class, the higher
the prevalence of mental illness. In the second part of
this study, Myers and Roberts (1959) reported in their book,
Family and Class Dynamics in Mental Illness , that there was
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an inverse relationship between prevalence of neurosis and
psychosis by social class, the lower the class, the lower
the rates of nearly all types of neurosis, but the higher
the rates of various psychosis" (p. 75).
The Midtown Manhattan study looked at the rates of un-
treated mental illness in a sub-sample of the population of
New York City. This particular study found rates of mental
illness to be higher in the lower classes than in the upper
classes (Gruenberg, 1963 ). In a similar study by Pasamanick
of mental illness in Baltimore, it was found that mental
illness existed at a higher rate among the lower classes
than among the upper classes. However, there were some sig-
nificant findings that indicated that the relationship be-
tween social class and mental illness were a result of these
variables being related in a highly complex manner (Passa-
manick, 1959 ) .
In Dohrenwend's review of forty-three ( 43 ) community
studies of untreated as well as treated cases of psychiatric
disorders, he found that twenty-four ( 24 ) of these reported
data on the relationship of mental illness and social class.
Of these twenty-four studies, nineteen reported a higher
prevalence of mental illness in the lower classes than in
the upper classes (in Kolb et_ al. , 1969 ).
Finally, the National Institute of Mental Health re-
ported that fifty studies either undertaken or supported by
NIMH consistently reported the higher occurence of schizo-
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phrenia at the lowest social class levels (NIMH, 1975).
Diagnosis
. The higher prevalence of mental illness
among the lower socioeconomic classes can be seen as a func-
tion of how diagnoses are made in general and how diagnoses
are related to social class in particular.
In general, diagnosis of mental illness can be made by
a number of instruments which are applied to communities,
groups or individuals. In communities, such instruments are
constructed to determine psychiatric disability by using
various epidemiological measures. A close examination of
these measures will reveal that they are designed and con-
structed on the basis of various definitions and conceptu-
alizations of mental illness whose basis is a failure to
include normalic dimensions of the lower socioeconomic
class, and therefore, can be seen to yield a higher preval-
ence of mental illness among these classes. Studies that
attest to the viability of this observation can be seen in
the work of Kingsley Davis and George Gruislin. Davis
(1938) analyzed the basic assumptions of the mental health
profession and found a clear value bias in the middle class
"ideology of assumed scientific descriptions of mental
health characteristics." Gruislin (i 960 ) confirmed the
middle class nature of mental health in his analysis of in-
formation contained in literature distributed by the mental
health profession.
The clearest example of a middle class bias can be seen
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when one examines literature relating to individual diagno-
sis and social class. Mehlman (1952), in his study of diag-
nosis and social class, found a clear relationship between
severity of diagnosis and social class, the lower the class
the more severe the diagnosis.
A study that confirmed Mehlman’ s findings and extended
upon them was a study conducted by William Haas. Haas
(I960) looked at the role of socioeconomic class and exam-
iner bias. In this particular study, Haas sought to con-
firm (or not confirm) 1) that social service reports iden-
tifying the environmental origins and socioeconomic status
of the patient would influence estimates of adjustments ob-
tained from Rorschach protocols, and 2) that Rorschach pro-
tocols interpreted as originating from a lower class level
of society would tend to be diagnosed as less adjusted than
the same records designated as being from a higher class.
The experiment consisted of 75 clinical psychologists being
given Rorschachs of clients who had similar psycho-social
histories, except for that of socioeconomic class. The
pairs of Rorschachs given the psychologists were roughly
similar in terms of content. Each psychologist was given
the completed Rorschach tests along with an attached social
history sheet. The results showed a clear bias in terms of
diagnosis and social class. There was a tendency to diag-
nose character disorder or psychosis for lower-class pa-
tients, as opposed to normal or neurotic for middle-class
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clients. Thus, this study showed a clear class bias in re-
lation to prediagnostic impressions, diagnostic scores and
prognostic scores.
In a review of the literature on social class and pro-
jective test, Riessman and Miller (1964) found most person-
ality tests indicated that the lower class is more mal-
adjusted than other classes. They suggested that this may
be more reflective of the middle class norms of the test
than to any psychological variables of lower class clients.
They cautioned clinicians who use projective tests with
lower class clients to take into consideration the possible
effects of the testing situation, language referents, edu-
cational differences and class rapport in interpreting the
results of such tests.
Treatment . In light of the nature of diagnosis and
social class, it is not surprising that the treatment af-
forded lower class clients would be reflective of this pro-
cess. This can be seen in terms of such treatment factors
as: intake practices, kinds and types of treatment and
hospitalization. Writers such as Pollack and Fink, Overall
and Aronson, and Cole who looked at the differential nature
of treatment and social factors in selection for therapy
found that the intake interviewer tended to see lower class
clients as less treatable than upper class clients and
viewed them in less positive ways. They also had a tend-
ency to relate low social status to such things as: lower
3 ^
intelligence, less education, to seeing presenting problems
as physical rather than emotional, desire for symptomatic
relief only, rather than overall help, lack of understanding
of the therapeutic process, and lack of desire for therapy.
These writers concluded that since the intake interviewer
tended to see lower class clients in these ways, they tended
to refer them less often for therapy. In a similar study,
Shostack (1969) reported that lower class clients were per-
ceived by therapists as not benefiting, being interested in,
or amenable to individual therapy and were therefore re-
jected from the outset.
Brill and Storrow (.1968) studied the relationship be-
tween social class and acceptance for psychiatric treatment.
Their findings supported earlier studies that showed lower
class clients being accepted into therapy or other kinds of
psychiatric treatment less often than those from upper
classes. A similar study by Bahn (1966) found that lower
class clients were less likely than other classes to be ad-
mitted to a hospital or to receive outpatient treatment in
the early stages of mental illness (Bahn et_ al . , 1966) .
A series of studies by the National Institute of Mental
Health (1974) concluded that upper class clients received
treatment that differed according to their symptoms, while
lower class clients received drugs, regardless of the pre-
senting symptom.
Studies by Schaffer and Myers (1954) and Rosenthal and
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Frank (1970) found that when money was not a factor in ac-
cess to treatment in an outpatient clinic, upper class
clients were accepted for treatment more often and assigned
better and more experienced therapists than those from
other classes.
Perhaps the most important studies in this area were
conducted by Hollingshead and Redlich (1959) and the sub-
sequent follow-up to their study by Myers and Bean (i960 ).
Hollingshead and Redlich found that in terms of treatment
the lower class clients were: 1) dismissed from treatment
much more quickly than patients from upper classes (when
neurotic); 2) lower class psychotics were rarely perceived
as ready to leave treatment, whereas the higher class psy-
chotics were; 3) lower class patients were more likely to
routinely receive custodial care, as opposed to corrective
forms of therapy; 4) mean cost per day in private hospitals
was higher for low income patients than for high income pa-
tients; 5) the higher status person received more therapy
than the lower status person; 6) higher status groups were
more likely to be referred by themselves or by friends and
families, while lower status persons were more likely to be
referred by the police or the courts; 7) higher status per-
sons who were disturbed were gently urged in insightful ways
to seek help, whereas the lower class client was urged to
seek help by "direct authoritarian, compulsory, and at times
coercively brutal methods"; 8) psychotherapeutic methods, in
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particular insight therapy, are applied to higher status
neurotics and psychotics, as opposed to organic therapy
(electro-convulsive treatment) for lower status neurotics
and psychotics; and 9) lower class clients stayed hospital-
ized longer and were discharged later than upper class
client s
.
In their follow-up to Hollingshead and Redlich’s study,
Myers and Bean found that ten years after the original
study was conducted that: 1) 57$ of the lowest class were
still hospitalized, as opposed to 39$ of the upper class
patients; 2) from those discharged and living in the commu-
nity, 31$ were from the upper classes, while only 10$ were
from the lower classes; 3) of those receiving outpatient
care, only 10$ were from the lower classes versus 33$ from
the higher classes; 4) 100$ readmitted upper class patients
were discharged, as opposed to 57$ of readmitted lower
class patients; 5) the higher the class, the greater the
percentage of patients discharged, for first as well as re-
admission and discharge—the lower the class the higher the
percentage of discharged patients who were again hospital-
ized; 6) lower class persons were more likely to be read-
mitted by courts or police; 7) the higher the class the more
likely the patient is to receive a type of therapy associ-
ated with favorable treatment outcome; 8) the higher the
class the greater the proportion of patients receiving out-
patient care, those who receive outpatient care were less
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likely to be readmitted, among persons receiving no outpa-
tient care, the chances of remaining out of the hospital
were greater for those in the upper classes; and 9) the
higher the class the greater the amount and intensity of
therapy
.
Assumptions 4 and 5. Of the people discharged, the
percentage readmitted will be larger than the percentage
not readmitted. Of the people discharged, the percentage
referred to other kinds of related mental health agencies
will be larger than the percentage not referred to these
agencies
.
As these assumptions suggest, admission into a mental
hospital constitutes a public degradation ceremony which
has profound effects on the person’s self-concept and on how
s/he is viewed by society. They further suggest that the
status change from a "normal” person to that of a labelled
deviant launches the person on a career as a client in the
mental health system.
In an attempt to identify feelings of stigma among re-
latives of formerly hospitalized patients, Freeman and Sim-
mons (1961) studied 714 cases where the patient was re-
ferred back to his/her family. Their findings indicated
that the number of families reporting feelings of stigma
was significant, and that there was a significant level 01
concealment and withdrawal from social contacts by these
families
.
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In a study of socially unfavorable attitudes exhibited
toward persons who have been hospitalized for mental ill-
ness, Whately (1959) found that a "lingering social stigma
was attached to newly discharged patients." He saw this as
having consequences for the social relations of the former
client in terms of social distance, distrust, or denial of
employment. Freeman and Simmons (1958) found that there was
a high correlation between expectation of performance and
family settings. Their findings indicate that continued ac-
ceptance of the former patient by his significant others is
a key factor affecting the process of post hospital experi-
ence. They saw this acceptance as crucial to whether or not
the patient succeeds in remaining in the community or is re-
hospitalized. Their study linked continued acceptance with
tolerance of deviancy, that is, the more significant others
could tolerate deviant acts of the former patient, the less
likely s/he would be rehospitalized. Phillips (1963) pre-
sented housewives with vignettes describing various forms
of disturbed behavior (i.e., that of a normal individual, a
phobic compulsive, a simple schizophrenic, and a paranoid
schizophrenic). He found that, controlling for the type of
disorder, disturbed behavior was positively related to re-
jection. Similar findings were reported by Bentz and Edger-
ton (1971), Spiro (1973), Schroder and Ehrlich (1968), and
Bord ( 1971 ) •
Several studies (Swanson & Spitzer, 1970; Kirk, 197^;
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Schwartz e_t al
. ,
1974 ) sharply differ from the above find-
ings. These studies looked at relatives before hospitali-
zation, during hospitalization, and after hospitalization.
The rates of rejection that they found were very low.
The above studies have dealt with attitudes and feel-
ings of stigma on the parts of significant others in rela-
tion to former patients. Several studies focus on the ex-
periences and feelings of the former patients themselves.
Cumming and Cumming (1965) found that 4l percent of the for-
mer patients they studied had feelings of stigma, and ex-
pressed feelings of shame, or a generalized expectation of
discrimination. Gove and Fain (1973) obtained mixed results
in their studies. Their results indicated that 72 percent
of the former patients they studied saw hospitalization as
having both negative and positive effects.
Assumption 6. Of the people referred for involuntary
admissions, the percentage labelled mentally ill will be
larger than the percentage not labelled. The number of stud-
ies in this area are remarkably sparse. However, Scheff's
(1964) study is considered to be a major one in this area
and can be seen as illustrative of the process of involun-
tary commitment. Scheff’s study consisted of ratings of
a sample of patients newly admitted to the public mental
hospitals in a Midwestern state, official court records, in-
terviews with court officials, psychiatrists, and observa-
tions of psychiatric examinations in four courts. His find-
ings indicated an overwhelming presumption of illness on the
part of the mental hospital. This presumption was so strong
that not a single person was recommended for release from a
mental hospital, even when the person did not meet the cri-
teria for involuntary admission set by the state and the
hospital. Scheff's findings are similar to those of Kutner
(.1962), whose studies were mentioned previously in this sec-
tion. In addition to these two studies, hearings on the
constitutional rights of the mentally ill held by the U.S.
Congress (1961) found that 90 percent of all hospitalized
patients in the United States are confined involuntarily.
In summary, this section of the study focused upon the
six assumptions of this study and the related literature.
It sought to establish the phases of the client career and
the concommitant societal reaction which reinforces the
continuation of that career. These phases have been seen
as being composed of five distinct events. The first event
consists of an individual engaging in some public action or
set of actions. The second event represents the process
whereby the behavior is evaluated and defined as deviant.
The third event is a decision which comes about if the indi-
vidual fails to adjust his/her behavior to conform to the
expectations of those persons who have defined the behavior
as unacceptable. The fourth event is the attachment of a
professional definition to the patient's hospital entry
status. The fifth and final event (more accurately, contin-
uous event) is the process related to the career of the de-
viant as a client in the mental health system, i.e. read-
mission, referral to other agencies, and continued aftercar
Additionally, studies related to lower income level and in-
voluntary admissions were reviewed
.
CHAPTER III
METHOD OP STUDY
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The previous chapter provided an examination of the
theoretical and conceptual considerations regarding label-
ling theory and its application to mental health.
This chapter will describe the methods used in collect-
ing data related to the six assumptions of this study.
This chapter is presented in two sections. The first sec-
tion will describe in some detail the nature of the popula-
tion studied. The second section will delineate the methods
used in collecting and analyzing the data.
Population Studied
There were two major concerns in collecting data for
this study. The first matter of concern was selecting an
appropriate population for study. Given the author’s know-
ledge about the regional and area organization of the De-
partment of Mental Health, it was decided to choose a mental
health area within Region I which fit the general thrust of
the purposes of this study. As pointed out earlier, the
area chosen was the H-C area. There were several reasons
for this choice, but the major reason was the relative mix
of suburban, urban, and rural populations.
The second matter of concern related to collecting spe-
cific data from this mental health area relative to the
six
H3
assumptions of this study. Before beginning to collect
data, the author generated certain criteria which guided
the selection of a data year. These criteria were: (l)
data must represent a continuous period of time of one cal-
endar year, (2) the data must be based on data generated
from official documents of the Department of Mental Health,
(3) the data must be as complete as possible in the cate-
gories studied, and (4) the data must contain data relevant
to testing the six assumptions of this study.
After consulting various documents and officials of the
Department of Mental Health, it was decided that data from
the H-C mental health area for the period of March 1, 1974
,
to February 28, 1975, met all four criteria.
The data obtained from the H-C mental health area were
admissions and discharge information. Additionally, admis-
sions and discharge surveys completed by this mental health
area were obtained.
The population studied was from the H-C mental health
area. This area is an area within the Department of Mental
Health’s Region I (see Appendix A), and is an area formed to
deal with the mental health needs of a defined population
within certain geographic limits. The H-C area is located
in central western Massachusetts and is composed of the
towns of Holyoke, Chicopee, Belchertown, Granby, Ludlow,
Southampton, and South Hadley.
This area has a population of 165,843 and is character-
ized by a large urban area with surrounding suburban to
semi-rural communities (see Table 1). Seventy percent of
the area’s population is concentrated in the cities of
Holyoke and Chicopee (see Table 1). Both Holyoke and Chico-
pee are characterized by typical urban problems, such as
large numbers of substandard housing and high unemployment.
Approximately seven percent of the population of Holyoke
and Chicopee are unemployed. In these two communities, ten
percent and five percent respectively are below the poverty
level and receiving welfare assistance (see Table 2). In
addition, there is a large Spanish-speaking population con-
centrated in Holyoke and Chicopee (see Table 2)
.
Because of the nature of the H-C area, it has been de-
signated a poverty area by various federal agencies, includ-
ing the National Institute of Mental Health. This designa-
tion has enabled the area to receive federal assistance in
the form of a Regional Opportunity Program, model cities,
and a Community Action Program.
The H-C catchment area has direct ties to the state
hospital for the mentally ill located in Northampton. Each
area within the Department of Mental Health's Region I is
responsible for a particular unit (designated by the area's
name) at the state hospital. Therefore, there is a H-C unit
located at the State Hospital which houses those persons
admitted to the state hospital from the H-C area.
During the year studied (197^-1975), the State Hospital
Population
Profile
of
H-C
Mental
Health
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TABLE 2
Income Profile of H-C Mental Health Area
Family
median
income
mode
% families
below pov-
erty level
% of those be
poverty level
receiving as-
sistance
Belchertown $9,029 $10,362 8.8 6
Chicopee 9,738 10,528 5.4 23
Granby 10,448 11,357 6.6 8
Holyoke 9,218 10,277 10.6 33
Ludlow 10,900 12,465 4.5 10
Southampton 10,693 11,256 4.9 —
South Hadley 11,300 12,500 8.2 (?)
Area unemployment figures, January 1974 = 1 . 7 %
NOTE: From Massachusetts Division of Employment Security
had an inpatient population of 598, with total admissions
for the year being 1,148 (see Appendix B)
. The H-C Unit
(Unit III) for the same year had a total inpatient popula-
tion of 272 with total admissions for the year being 212.
the purposes of this study
,
those who were admitted
for the first time during the year 1974-1975 wer e studied.
As can be noted in Table 4, there was a total of 83 persons
who were admitted for the first time. Although there were
129 who had previous admissions, these were not studied be-
cause of that fact. It was felt by the author that those
who were first admitted afforded a better opportunity to ap-
ply the assumptions of this study. This particular popula-
tion comprises the total of all those admitted for the first
time during a period from March 1, 197^, to February 28,
1975.
As can be seen in Table 5, those who were admitted for
the first time came from all the seven towns of the H-C
area. As Table 5 shows, those who were admitted for the
first time are generally characterized as being predomin-
antly young, male, white, and poor.
In summary, this section presented some descriptive in-
formation on the general and specific characteristics of the
population studied, the mental health area from which they
came. Additionally, this section presented some descriptive
data on the H-C mental health area and the State Hospital.
TABLE 3
Some Descriptive Data on H-C Unit
Number on the books June 30,
Male Female Total
1975 71 71 142
On visit 14 29 43
On absence 2 -- 2
On escape or AV/A — — --
In family care — -- —
In residence 55 42 97
Number of admissions during year 137 85 212
Discharges during year 149 128 257
Transfers to other hospitals 2 — 2
Deaths during year 1 3 4
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TABLE 4
Some Descriptive Data on Those Admitted:
March 1974-February 1975
Attributes N %
Age
10-19 27 13
20-29 67 32
30-39 26 12
40-49 39 18
50-59 19 9
60-over 34 16
Sex
Male 124 58
Female 88 42
Race
Black 4 2
Caucasian 200 94
Puerto Rican 8 4
Unknown — —
Income Level
Below Poverty Level 119 5b
Above Poverty Level 93 44
Previous Admission
Yes 129 bl
No 83 39
Total Number Admitted 212
TABLE 5
Descriptive Data on First Admissions
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Attributes Number
Age
16-25 40
26-50 29
50-over ]_4
Race
Black 4
Caucasian 76
Puerto Rican 3
Sex
Male 57
Female 26
Income Level
Below Poverty 63
Above Poverty 20
Residence
Holyoke ^1
Chicopee 18
South Hadley 8
Ludlow 6
Granby 5
Southampton 2
Belchertown 3
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Method of Collect Ins Data
The design of this study entailed collecting six types
of data related to the six assumptions detailed in Chapter
I* ^he first type of data collected were data related to
the sources of referral of those admitted to the State Hos-
pital. These data are seen as being related to the first
assumption, which assumed that a larger percentage of those
referred to the State Hospital would be referred by friends,
families, and other peer group members who were not profes-
sionals. The second type of data collected were information
relative to rates of admissions and diagnosis. These data
are related to assumption two which assumes that given the so-
cietal reaction phenomenon, then a large percentage of those
who appear at the State Hospital will be admitted and la-
belled mentally ill. The third type of data collected were
socioeconomic data. These data are related to assumption
three, which assumes that a large percentage of those ad-
mitted will be from the lower classes of society. The
fourth type of data collected were discharge and referral
information. These data were seen to be related to assump-
tions four and five which assumed the career notion of an
admitted person. Finally, the fifth type of data collected
were involuntary admissions data. These data are directly
related to assumption six which assumes that a larger per-
centage of those involuntarily admitted will be diagnosed
as mentally ill.
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The admissions data obtained were in the form of infor-
mation contained on the official intake form used by the
State Hospital for admissions purposes. Information con-
tained on this form was in the area of income level, educa-
tion level, problem appraisal, source of referral, previous
psychiatric service, and diagnosis (see Appendix C).
The discharge data were obtained from the official dis-
charge forms used by the State Hospital. This form con-
tained information such as condition for release, reason
for release, date of release, and various referral informa-
tion (see Appendix D)
.
Method of Analysis
The method used in analyzing the data from this study
consisted of compiling the data relevant to the six assump-
<
tions of this study and analyzing it in terms of relative
proportions. Therefore, the data were analyzed according to
percentages of proportions as a basis of analyzing sources
of referral, admissions, diagnoses, lower class admissions,
referral and discharge, and involuntary admissions. These
percentages were then compared against those proportions of
the same population to determine if there were a major per-
centage (50% or more) difference. Major proportion differ-
ences were seen as being in support of, or not in support
of, the assumptions of this study.
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Summary
This chapter has sought to describe the procedures used
in investigating the six assumptions of this study. In or-
der to accomplish this objective, the nature and size of the
population was described as being from the H-C mental health
area and consisting of 83 persons who were admitted for the
first time to the State Hospital during 1974-1975. Addi-
tionally, the methods used in analyzing and reporting the
data were outlined.
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CHAPTER IV
ANALYSIS AND INTERPRETATION OP DATA
This chapter presents analysis of data used to test the
assumptions of this study and some tentative conclusions.
The chapter is divided into two sections. The first section
presents all relevant data and analysis related to evidence
which supports or does not support the assumptions. The
second section includes summaries of all relevant data and
tentative conclusions.
Assumptions of the Study
The first assumption maintains that a larger percentage
of people referred to a state hospital would be referred by
friends, family, and other peer groups rather than by indi-
vidual professionals or other professional groups. This as-
sumption is seen as being related to societal reaction to
residual rule breaking within a given group, and is seen as
the first step in the labelling process. Furthermore, if
a larger percentage of individuals who are referred to a
state hospital are referred by friends, family, etc., then
there exists a strong possibility that residual rule break-
ing was the causative variable which led the person to be
referred. Moreover, this assumption is based on the fact
that a person is not defined as mentally ill until such time
as they are officially recognized as such by professionals.
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In addition, the person must have been behaving in ways
which were disturbing or unacceptable to other group mem-
bers (breaking residual rules) in order for group members
to initiate referral.
In order to substantiate or not substantiate this as-
sumption data related to the sources of referral of those
admitted to a state hospital for the first time were col-
lected (Table 6). Of those referred, the largest percent-
ages were in the following categories: (1) friends and
family, 26.50%; (2) self, 24.10%; (3) nursing home, 14.45%;
and (4) court or correction agency, 14.45% (see Table 6).
As can be seen by these data, it cannot be said that this
population was referred by friends or families in larger
percentages than other sources of referral.
The second assumption, as stated in Chapter I, assumes
that a larger percentage of those referred to a state hos-
pital would be admitted and subsequently labelled mentally
ill rather than refused admission. This assumption is
strongly related to the societal reaction phenomenon in
that the reaction to a person who violates residual rules
most often leads the residual rule breaker to a mental hos-
pital. Once s/he appears at a mental hospital the presump-
tion of mental illness is so strong that they are invariably
admitted and labelled mentally ill.
In order to understand and collect data relevant to
this assumption, the admissions process of the state hos-
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TABLE 6
Referral Sources of Those Admitted
Referral Sources N %
Self 20 24.10
Family, Friends 22 26.50
School 4 C\lCO
Private Psychiatrist 2 l—1-=rC\J
Private Physician 2 2.41
Nursing Home 12 14.45
Vocational Rehabilitation Center 2 2.41
Court or Correction Agency 12 14.45
Public Health or Welfare Agency 6 7.23
Unknown _L 1 . 20
Totals 80 100.00
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pital had to be investigated. The process of admission to
the State Hospital involved four steps: referral, admis-
sions for diagnosis, diagnosis, and admission as a patient.
When a person is referred to the State Hospital, s/he is ad-
mitted for diagnosis or not admitted for diagnosis. If a
person is admitted for diagnosis s/he undergoes a psychia-
tric examination by a team which consists of a doctor, a
nurse, psychologist, and social worker. In order to be ad-
mitted a person must meet the following criteria: (1) be
psychotic, or (2) be a danger to him/herself or others (see
Appendix E, H-C Unit Admissions Procedures). If a person is
examined and found to meet one or both of the criteria, s/he
is admitted. The following schematic representation graph-
ically illustrates the admissions process.
admitted
diagnosed as
mentally ill
diagnosis
admitted for
diagnosis diagnosed as
Referral not mentally
not admitted ill
not
admitted
In order to substantiate or not substantiate assumption
two, the admission process outlined above was examined for
the 83 persons admitted for the first time to the State Hos-
pital. The data obtained demonstrated that the 83 persons
referred for admissions to the state hospital were admitted
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for diagnosis. A total of 80 (96%) were subsequently diag-
nosed as mentally ill (see Appendix F for diagnostic cate-
gories used) and admitted. A total of 3 (3.61%) were diag-
nosed as not mentally ill and released (see Table 7).
On the basis of the data it can be said that the larger
percentage of those referred for admissions were admitted
and diagnosed as mentally ill. Therefore assumption two is
seen as being substantiated.
The third assumption assumes that a larger percentage
of those who were admitted and diagnosed as mentally ill
would be from the lower income levels rather than from the
upper income levels. For this assumption lower income level
was defined as income below the poverty level. The poverty
level as set by the federal government for the year studied
was $3500. This particular way of defining income level is
consistent with the State Hospital's policy of billing for
services based upon the ability and pay, and measuring abil-
ity to pay on the basis of annual income. Of the 80 persons
who were admitted and diagnosed as mentally ill, 6l (76.25%)
were from the lower income levels, as opposed to 19 ( 23 .75%)
from the higher income levels (see Table 8). Moreover, the
towns of Holyoke, Belchertown, and South Hadley, towns which
have the highest percentages of populations below the pover-
ty level, accounted for 50 percent of those who were admit-
ted and diagnosed as mentally ill. On the basis of these
data, it can be said that persons who were from lower income
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TABLE 7
Percentages Admitted and Diagnosed as Mentally 111
N %
Total Referred 83
Total Admitted 83 100.00
Total Diagnosed as Mentally 111 80 96.38
Total Diagnosed as Not Mentally 111 3 3.61
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TABLE 8
Income Level and Admission Rates
Above Poverty Below Poverty
Total Place of Level Level
Number Residence N % N %
41 Holyoke 8 10.00 33 41.25
17 Chicopee 3 3.75 14 17.50
8 South Hadley 3 3.75 5 6.25
5 Ludlow 2 2.50 3 3.75
5 Granby 1 1.25 4 5.00
1 Southhampton
#
1 1.25 0 0.00
_2. Belchertown _1 1.25 _2 2.50
80 Totals 19 23.75 61 76.25
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levels were admitted and diagnosed mentally ill in higher
percentages than others from higher income levels, thereby
substantiating assumption three.
Assumption four assumes that a larger percentage of
those who were discharged would be readmitted than not re-
admitted. This assumption links the labelling of a person
as mentally ill with a radical change in status. This oc-
curred by virtue of a person being admitted to a state hos-
pital, and undergoing a status degradation ceremony (label-
ling) which transferred the person from the status of a per-
son to that of a deviant. Additionally, it assumes that
once a person was so labelled, the societal reaction to the
label would create circumstances in the community which
would make it more difficult for the person to remain in the
community than in the hospital. Therefore, it was assumed
that the conditions in the community coupled with the devi-
ant status would lead a majority of those discharged to seek
readmittance
.
The data showed that out of the original 80 who were
admitted and diagnosed as mentally ill, 69 (86. ^5/0 were
subsequently discharged (Table 9). Of th e 69 discharged,
49 were readmitted, accounting for 71 percent of those dis-
charged (Table 10).
On the basis of these data it can be seen that the
larger percentage of persons who were discharged were
sub
sequently readmitted, thereby substantiating assumption
TABLE 9
Discharge Data
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N %
Discharged 69 86.25
Remained in Residence 11 13.75
Totals 80 100.00
TABLE 10
Readmission Data
N %
Readmitted 49 71.01
Not Readmitted 20 28.98
Totals 69 100.00
Assumption five assumes that a larger percentage of
persons admitted and labelled mentally ill would upon dis-
charge be referred to other mental health related agencies
rather than not referred to these agencies. It was assumed
that the label of mental illness, and the subsequent role
as a deviant, would be reinforced by a person being referred
to other related agencies whose populations consisted of
other deviants. Additionally, this was seen as one of the
components of the labelled deviant’s career as a deviant.
During the course of this study 69 (86.25 $) out of the
original 80 (who were diagnosed as mentally ill) were dis-
* .
charged. Of the 69 who were discharged, 38 C ^ 7 . 50%) were
referred to their home, self or family; 9 (11.25$) were re-
ferred to a court or correction agency; 9 (11.25$) were re-
ferred to a nursing home; 6 (.7.50$) were referred to a men-
tal health center; 3 (3.75$) were referred to psychiatric
units of a general hospital; and 2 (2.50$) were referred to
a halfway house (see Table 11). As can be seen by these
data the larger percentage of persons referred upon dis-
charge were not referred to other kinds of mental health
agencies. This would be true even if all the other cate-
gories of referral were taken together and construed as men-
tal health related agencies. Therefore, on the basis of
this evidence assumption five cannot be said to be substan-
tiated .
Assumption six assumes that a larger percentage of
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TABLE 11
Discharge and Referral
Place Referred to n l
Home, self, family 38 47.50
Mental health center 6 7.50
Halfway house 2 2.50
Nursing home 9 11.25
Psychiatric hospital 2 2.50
# .
Court or correctional agency 9 11.25
General hospital psychiatric unit
__3 3.75
Totals 80 100.00
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those persons involuntarily admitted would be labelled men-
tally ill rather than not labelled mentally ill. The data
show that a total of 59 (71.08%) were admitted voluntarily
(see Appendix E for admission procedures), as opposed to 2b
(28.91$) admitted involuntarily. Additionally, 57 (96.6%)
of those voluntarily admitted were diagnosed as mentally
ill, an<3 23 (95.8%) of those involuntarily admitted were
diagnosed as mentally ill (Table 12). On the basis of
these data it can be said that assumption six is substanti-
ated .
Summary and Tentative Conclusions
This chapter reported and analyzed data associated with
the six assumptions of this study. Additionally findings
not directly related to the six assumptions were reported.
Of the six assumptions investigated, it was found that
the data did not support assumptions one and five. However,
the data did support assumptions two, three, four, and five.
The data indicated a strong relationship between refer-
ral for admissions and being labelled mentally ill. The
data indicated that 96% of those referred for admissions
were subsequently labelled mentally ill. The data also in-
dicated that while the lower class made up only 7% of the
general population they accounted for 76 % of the admissions.
Additionally, 71% of those discharged were readmitted and
95.8% of those involuntarily admitted were diagnosed as men-
67
TABLE 12
Voluntary and Involuntary Admissions and Diagnosis
N =
N
83
%
diagnosed as
mentally ill
N = 80
N %
Voluntary 59 71.08 57 96.6
Involuntary 24 28.91 23 95.8
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tally ill.
While assumptions one and five were not substantiated
by the data, they nevertheless gave valuable insights into
the process of referral and discharge.
On the basis of the above, it can be generally con-
cluded that the appearance of a person at a state hospital
constitutes a strong presumption of mental illness, and
almost always invariably leads to a person being labelled
mentally ill. Furthermore, persons who are from lower in-
come levels are more likely to be diagnosed as mentally ill
than those from the upper income levels. Additionally read-
mission of those labelled mentally ill is more likely to oc-
cur than not to occur. Finally, those who are involuntar-
ily admitted will invariably be diagnosed as mentally ill.
Because of the nature of this study the conclusions
drawn cannot be generalized to larger populations. However,
the conclusions do lend support to some of labelling
theory’s basic tenets.
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CHAPTER V
SUMMARY AND RECOMMENDATIONS
This concluding chapter will be presented in two sec-
tions. The first section will summarize the substantive
material presented in the previous four chapters; as such
it will consist of a review of the purposes, theoretical
referents, and findings of this study. The second section
will discuss the major conclusions of this study and their
implications for the mental health system.
Summary
The major purposes of this study were to document the
major theoretical tenets of labelling theory as applied to
the problems associated with mental illness. Towards this
end, the theoretical presuppositions of labelling theory as
delineated by Thomas Scheff were reformulated and were seen
as constituting the following assumptions: (1) of the peo-
ple referred to a state hospital for the mentally ill, the
percentage referred by friends, family, or significant
others, will be larger than the percentage referred by in-
dividual professionals or professional groups; (2) of the
people referred, the percentage admitted and labelled men-
tally ill will be larger than the percentage refused admis-
sion; (3) of the people referred, the percentage admitted
and labelled from the lower income level will be larger than
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the percentage from higher income level; (4) of the people
discharged, the percentage readmitted will be larger than
the percentage not readmitted; (5) of the people discharged,
the percentage referred to other kinds of related mental
health agencies will be larger than the percentage not re-
ferred to these agencies; and (6) of the people referred
for involuntary admissions, the percentage labelled mentally
ill will be larger than the percentage not labelled.
Conceptual and investigative literature related to la-
belling theory and deviance in general, and the six assump-
tions of this study in specific were reviewed in order to
establish the theoretical foundation of this study.
Literature related to labelling theory and deviance
maintained that deviance is not wholly a quality of the ac-
tions, but is, in fact, the reaction produced by interaction
between a person who commits the act and those who respond
to it. Therefore, labelling theorists defined deviance as
societal reaction to violations of certain rules. Thus, a
person who violated certain rules was labelled, and trans-
ferred via a status degradation ceremony from the status of
a person to that of a deviant.
The application of the labelling perspective’s general
theoretical constructs to the six assumptions of this study
was accomplished through a review of related literature.
The literature review documented the phases of the client
career and the concomitant societal reaction which
rein-
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forces the continuation of that career. Additionally, the
literature documented the relationship of societal reaction
to the higher rates of admissions for members of the lower
income levels and involuntary admissions.
Maj or Conclusions and Recommendations
Conclusion one
. It was concluded that the appearance
of a person at a state hospital constituted such a strong
presupposition of mental illness that they were invariably
admitted and labelled mentally ill. Ninety-six percent of
those admitted to the state hospital were subsequently la-
belled mentally ill.
This conclusion is seen as being strongly related to
societal reaction to the violation of residual rules. The
strength of this assumption is reinforced when one investi-
gates the diagnostic categories used (see Appendix F).
Diagnostic categories such as marital maladjustment, ad-
justment reaction to adolescence, adjustment reaction to
adult life, adjustment reaction to late life, inadequate
personality, explosive personality, and hysterical person-
ality were found to be used. These diagnostic categories
were construed as symptoms of mental illness and, as such,
were accorded the appropriate reaction by professional
staff of the state hospital. It would seem from the afore-
mentioned that the residual rules violated in the group led
the person to be referred to the state hospital, once
at the
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state hospital the residual rule violator was declared men-
tally ill and given an appropriate label.
.
Presumably, the labels used were for the purposes of
providing specific treatment for specific problems. However,
as can be seen, such labels emphasize the need, problem, or
liability of the individual and as such unnecessarily deval-
ues the individual (California Department of Health, 1977).
Recommendation
. The implications of the above for the
mental health system are: (1) given the high risk of stig-
matization associated with being labelled mentally ill, ad-
missions into a mental hospital should not occur for prob-
lems of living (marital maladjustment, adjustment reaction
to adolescence, etc.), and that all such problems should be
referred to individual mental health professionals; (2) the
uses of labelling needs to be reevaluated and restricted to
identifying interventions and service needs of the individ-
ual .
Conclusion two. It was concluded that persons from the
lower income levels are more likely to be diagnosed as men-
tally ill than those from the upper income levels. This
conclusion is consistent with a large number of other studies
on this subject. The existence of a disproportionate number
of lower income persons being labelled mentally ill raises
the question of whether lower income groups are committed
more often because of societal reaction to their social
status or because this particular social status in itself
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correlated with mental illness (Scheff, 1975). This study
leaves these two questions unanswered. However, it can be
said that the value structure of the mental health system
reflects that of the general society and hence what is good
and desirable is equated with adherence to values associated
with the upper classes. It can be argued that this neces-
sarily places the lower income groups in a deviant status
and that therefore by definition they would constitute a
larger percentage of those who are labelled mentally ill.
Viewed in this manner the higher levels of commitment of
lower income groups can be seen as both a societal reaction
to their social status and as a correlation of lower income
levels with mental illness.
Recommendation . The implications of the above for the
mental health system is that the definition of mental ill-
ness must necessarily include the value base upon which it
is based. Furthermore, all efforts must be explored to in-
sure that cultural biases do not unwittingly lead to higher
commitment rates for low income groups than for other income
groups. Finally, alternative methods of diagnosis, based
upon culturally relative referents, must be devised and im-
plemented in settings other than a mental hospital.
Conclusion three . It was concluded that readmission of
those labelled mentally 111 is more likely to occur
than not
to occur.
The high rates (96% ) of readmission for those
labelled
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mentally ill supports the assumption that once a person is
labelled mentally ill it is easier for them to remain in the
mental hospital than in the community. Additionally, it
raises questions about the validity of the criteria for ad-
mission and discharge.
The status change which accompanies a person being la-
belled mentally ill places the person in a deviant status,
which makes it extremely difficult for the person to remain
in his former group. Thus, the labelled deviant finds it
easier to live among those who have also been labelled de-
viant .
The admission criteria used by the state hospital re-
quires that a person be either psychotic or a danger to
themselves or others. In order to be discharged, a person
must not be psychotic or a danger to themselves or others.
Given the admission and discharge criteria it is reasonable
to suggest that the high rates of readmissions can be at-
tributed to (1) inadequate admission and discharge criter-
ia, (2) premature release, (3) recurrence of the "illness,"
or (4) inability of persons labelled mentally ill to remain
in the community. As has been suggested the higher rates of
admission can be attributed to the status change which ac-
companies a person being labelled mentally ill. To argue
otherwise would suggest that the state hospital staff were
acting in inappropriate and unprofessional ways.
Recommendations. If the high rates of readmission can
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be attributed to a person's inability to remain in the com-
munity, and therefore remain in his former group, it then is
incumbent upon the mental health system to work in ways
which enhance and increase the person's ability to remain
in his group upon discharge. This suggests that the mental
hospital is an inappropriate referral; it further suggests
that since the person's primary group is affected by a mem-
ber being labelled mentally ill, it then is necessary to
work with that primary group in ways which will make it
easier for the person labelled mentally ill to be integrated
into the group.
Conclusion four . It was concluded that those who are
involuntarily admitted will invariably be diagnosed as men-
tally ill.
Ninty-five percent of those involuntarily admitted were
diagnosed as mentally ill. As was noted earlier, involun-
tary commitment to a state hospital is an extreme form of
societal reaction to residual rule breaking. Such an ex-
treme reaction is reserved for those who blatantly and will-
fully violate residual rules, or who break such residual
rules in connection with the breaking of standard societal
rules (for example, breaking and entering). Given the ex-
treme societal reaction to such residual rule violation, it
is not surprising that staff of a state hospital for the
mentally ill would also routinely label such referrals as
be attributed to the strong pre-mentally ill. This can
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sumption of mental illness created by the suggestion effect
of formal agencies (court, correction agency, etc.) on pro-
fessionals who are involved in admission proceedings.
Recommendations
. Involuntary commitment requires that
a court of law rules that a person is psychotic or a danger
to themselves or others. The evidence for such a ruling is
presented by those same professionals who originally de-
clared the person to be mentally ill. This implies that the
professionals are impartial and that there is no conflict of
interest. However, as was noted, the strong presupposition
of mental illness created by the formal agency's referring
a person for involuntary commitment exerts a strong effect
on the professionals involved. Therefore, the professionals
have been biased, and furthermore, any testimony presented
by these professionals should be considered as not only
biased but as a conflict of interest. In as much as the
professionals originally diagnosed a person as mentally ill)
it then is in their professional interest for the court to
rule similarly. Given this, it is suggested that involun-
tary admissions are not within the purview of a mental hos-
pital and therefore should be referred to other agencies for
evaluation. If other agencies find the person to be "men-
tally ill," other agencies should be considered for the
de-
livery of the required services. The mental hospital
should
be considered to be the last alternative.
In summarizing the implications and discussions of
the
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m&jop conclusions of this study, it must be reemphasized
that data from this study does not permit generalizations
beyond the population studied. However, by using the data
generated by this study, along with data from other rele-
vant studies, the conclusions can be seen as supportive of
the theoretical presuppositions of labelling theory.
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APPENDIX A
Background Informat ion on Region I
The Massachusetts Department of Mental Health has divided
the state into seven Regions and forty Areas to decentralize
the delivery of services to the mentally retarded. Region
I is the westernmost region, serving a (1975) population of
about 750,000 in about 2000 square miles. Geographically
it is approximately the western third of the state; the
major cities are Springfield, Holyoke, Chicopee, and Pitts-
field .
Region I is further subdivided into five DMH Areas . They
are listed below with their approximate 1975 population.
Berkshire 147,000
Franklin/Hampshire 136,000
Holyoke-Chicopee 156,000
Springfield 216,000
Westfield 100,000
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APPENDIX E
H-C Unit Admissions and Discharge Procedure
1) THE CRITERIA FOR ADMISSION:
In theory, in order to be admitted to the State Hos-
pital, one must (a) voluntarily admit oneself, (b) be psy-
chotic and (c) be a danger to oneself or others. The State
Hospital does not treat drug addicts or alcoholics. How-
ever, patients are admitted under various circumstances and
hence fall into different categories.
First, there are the VOLUNTARY admissions: those who
come in on their own, or are sent by their families
and/or doctors. They must fill out a form entitled,
"Application for Care on a Conditional Voluntary Basis"
and referred to as a Section 10-11 . Section 10-11 pa-
tients may leave at any time if they notify the Super-
intendent with a written request three (3) days before-
hand. However, if it is the opinion of the doctors on
the staff that the patient is not yet ready to leave,
the hospital can and will petition the district court
for further retention. In order for a patient to be
kept voluntarily, a qualified physician must state
(and provide evidence to support the statement) that
"the patient requires hospitalization so as to avoid
the likelihood of serious harm (to himself or to others)
by reason of mental illness."
A Second Class of patients are those admitted under the
"Application for Temporary Hospitalization"—referred
to as a Section 12 . Patients under this section are
admitted on an involuntary basis for a period of not
more than ten (10) days. This application must be
signed by a qualified physician, and as noted above,
the physician must support his claim that if the pa-
tient is not hospitalized, there would be a likeli-^
hood" of serious harm (to the patient or to others).
ALL patients admitted under Section 12 have the right
to a voluntary admission. That is, they have the rig
to sign themselves in as a voluntary (Section 10 l
patient
.
The Third Class of patients admitted to the State
hos-
pital are those who are sent by the cour s.
consists of those who have been apprehended by the P
lice and brought before a court on charges sue
90
breaking and entering, disturbing the peace, etc
. Thejudge or court officials fill out a form referred to as
a Section 1 5(b ) and entitled, "Order of Commitment of aDefendant for Observation." The court states that thedefendant is not competent to stand trial and he is com-
mitted for observation and testing for a period not to
exceed twenty (20) days.
2
)
THE METHOD OF EVALUATING COURT CASES
:
In general, court cases are evaluated in a manner very
similar to the 10-11 and 12 cases. In all three categories,
a "team approach" is stressed. A team, which consists of
the M.D.'s, nurses, psychologists, and social workers in the
Unit, undertakes a psychiatric evaluation of the patient.
The resources drawn upon include: a social history, psy-
chological testing, observation, and an evaluative interview
by the team.
The opinions of all concerned are considered and at-
tempts are made to be as cautious and as thorough as possi-
ble. However, court cases are differentiated from the other
cases in that the Clinical Director of Psychiatry and/or the
Assistant (Medical) Superintendent are involved in the
evaluative work. These doctors may be consulted with con-
cerning the other cases, but they are always involved in the
court cases.
3)
THE METHOD USED TO INFORM PATIENTS OF THEIR RIGHT TO A
VOLUNTARY ADMISSION :
As noted above, all Section 12 patients are informed of
their right to a voluntary admission. This is done by the
nursing staff on admission. Each patient is presented with
a 10-11 paper to read and (if s/he desires to) sign. If the
patient is not coherent during admission, s/he is informed
of his/her rights when coherent. Furthermore, if .the in-
coming patient is a veteran, s/he is advised of his/her
right to be admitted into the Veteran's Administration Hos-
pital. Court cases (15(b)), however, are NOT allowed to
sign a voluntary admission form.
4)
THE AVERAGE LENGTH OF STAY OF PATIENTS IN EACH CATEGORY:
On the following page a chart is provided which lists,
by category (10-11, 12, 15(b)), the number .of patients dis-
charged in the past six (6) months from Unit III.
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, on
the chart, most of the patients discharp-ed(39 out of 59) have been Section 10-11's. However the
'
average length of stay for the 10-11 patients Is not a veryhelpful figure. The total average length
patients is 870 days. Yet, out of the 39discharged, 23 (or 60 %) of them stayed
i
of stay for 10-11
10-11 patients
for— less than 20
days, and five (5) stayed for over 1,000 days. The 1,000+days patients were, in general, geriatric patients who were
finally referred to nursing and/or rest homes.
5) THE CRITERIA USED FOR RECOMMENDING THE DISCHARGE OF pa-
tients IN THE VARIOUS CATEGORIES:
As noted in (2) above, each patient is evaluated by a
team. Again, the basic criterion for discharge is that the
team believes the patient to be able to manage on the out-
side without harming him/herself or others. Other consid-
erations involve: his/her family situation, his/her friends,
and his/her relatives, and his/her need for shelter and em-
ployment. However, it must be stressed that the patient is
not suddenly allowed to leave. With respect to the court
cases, of course, if the patient is believed to be compet-
ent to stand trial, s/he is released to the court. But, in
most other cases, the patient is first gradually given more
and more freedom--and his/her progress is evaluated at each
stage. For example, many patients are first given weekend
passes, i.e., allowed to spend the weekend at home with
their families. They are also given "grounds," i.e. allowed
to leave the ward, but not the hospital grounds, during the
day or for a fixed period of time during the day.
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appendix p
diagnostic categories used for those admitted
Diagnostic Category Number
Involutional Melancholia 4
Adjustment reaction to late life 1
Adjustment reaction to adolescence 2
Schizophrenia, chronic undifferentiated 5
Brain trauma
3
Passive aggressive personality 1
Inadequate personality p
Psychosis pg
Marital maladjustment 3
Schizophrenic paranoid type 3
Drug dependence 3
Habitual excessive drinking 4
Involutional paranoia 2
Explosive personality 2
Schizophrenic catatonic type 2
Adjustment reaction of adult life 3
Hysterical personality 2
Depressive neurosis 13
Acute schizophrenic episode 9
Schizophrenic--hebephrenic type 1
Alcoholism ^
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One of the easiest, but most humiliating ways to sub-ject human beings to ridicule is through the use of belit-
tling words. This is true whether the offending phrase is
intended or merely spoken in haste or without thought.
While some labelling practices in the field of medical
practice do serve a functional need, people in a bureaucracy
as large as the State Health Department which has responsi-
bility for thousands of persons with significant medical
needs must constantly strive to treat all persons with dig-
nity and not lapse into the use of stereotyped expressions
or characterizations of people, whatever their problems or
disabilities. All human beings should be treated with dig-
nity and this includes the words chosen to describe or ad-
dress them.
The purpose of the Policy Statement Regarding Stigma-
tizing and Excessive Labelling of Persons with Developmental
Special Needs is to sensitize State Health Department mem-
bers to the need for humane treatment of all persons, in
word as well as in deed.
* *****
POLICY STATEMENT REGARDING STIGMATIZING AND EXCESSIVE
LABELLING OP PERSONS WITH DEVELOPMENTAL SPECIAL NEEDS
The field of developmental services has grown progres-
sively more sensitive and responsive to the unnecessary,
excessive and stigmatizing use of diagnostic and descriptive
labels associated with its clients.
Such labelling practices have a long tradition whose
roots come from both the evolving sciences of human develop-
ment and perpetuated prejudices, historically held against
people who are significantly different.
Labelling has limited helpful uses. Ideally, it must
assist in preventing, treating and overcoming various human
debilitating conditions and situations. Labelling _ has also
focussed the channeling of resources and organizations to
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improve the condition of minority groups of allhas served to aid in setting priorft?es in the face of finite resources given our wide social needs
Nevertheless, labelling invariably draws negative at-ent ion and stigma upon the individual or group concernedt gradually supplants the unique identity and totality ofa person with a stereotype that emphasizes the need prob-
person o^grou^
ind
!
vddual as the main aspect of thatg up. it does injury to a person’s social valuestatus, societal mobility and freedom.
Labelling carries with it a constant
abused for professional and bureaucraticdetriment of people with special needs.
danger of being
convenience to the
California has adopted the principles of normalizationin human services , which underscores the rigorous approach
a P eoPl e in. such a way as to avoid stigma and es-tablish program quality criteria as a minimum above which
services must be aimed. Eliminating unnecessary and injur-ious labelling is basic to normalization.
It is therefore the policy of this administration to
clear away all archaic, stigmatizing, dehumanizing and syn-
tactically incorrect usage of labels and replace these with
appropriate socially valued references that emphasize the
humanity and individuality of our consumer constituency
whenever possible.
The following are typical frequent instances of such
excesses and abuses:
1. Equating a person with his/her deviancy so that the
deviancy becomes the person (e.g., an "MR", a "re-
tardate", "TMR’s" or "EMR’s", a "DD", an "autistic",
"epileptic", "schizophrenics", a "spastic", "CP's",
etc., instead of "persons who have mental retarda-
tion" or "who are labelled mentally retarded", or
"persons with developmental special needs").
2. Depersonalization or literally dehumanizing an in-
dividual via a label to a status equivalent to an
animal, vegetable, or object (e.g., referral to
persons by number, as objects, items, clinical ma-
terial, low-grades, vegetables, etc.).
3. Application of any diagnostic, descriptive, or
classification term that is archaic or racist,
(e.g., "mongoloid idiot", "monogoloid" , "imbicile",
"moron", "lunatic", "borderline", "higher function-
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ing, lower functioning", etc.).
4. Unnecessary application of labels that denote a de-
valued status, (e.g., using last names without
titles--" Jones" rather than "Ms. Jones") or age in-
appropriate and degrading labels and titles (e.?.,
adult child", "Johnny" instead of "John" or "Mr.
Smith" for an adult being spoken of or introduced
to others ) .
5. Repeated unnecessary use of a label when initial
identification or the context makes such repetition
unnecessary
.
Any labelling that must be used should immediately lend
itself to identifying rational, particular, helping services
interventions, modern treatment modalities or needs.
The archaic equation still heard that "a mongoloid baby
should be put away and forgotten" represents a compound in-
sult that must be exposed and ended once and for all. The
equation that a person with a low IQ score is "beyond help
and will never go to school, be employable, or go to col-
lege" denies the flexibility, breadth of options, power of
educational technology and normalization principles that
have evolved in our service system design today and its con-
tinued improvement tomorrow.
Such equations blunt our thinking, confuse our technol-
ogy, and humiliate all of us.
In sum, every effort must be explored and exhausted to
clear up our example, practices, and literature regarding
such stigmatizing labelling to establish positive and so-
cially valued images and identities for people with special
needs. Given the deeply ingrained tradition of substituting
labels and diagnoses for people's identity will require con-
siderable effort, sensitivity and affirmative spirit to redo
and undo what has become secondhand and unconscious for most
of society.******

